Objective: The aim of this study was to explore the physicians' perspectives and practices in relation to breaking bad news (BBN) to patients. Methods: A quantitative survey was performed in the Qassim Region from January to July 2011. A cross-sectional study was conducted using a questionnaire administered to all practicing physicians working in both hospitals and Primary Healthcare centers in the Qassim Region. Anonymity was maintained throughout. The target groups received a self-administered questionnaire with a covering letter introducing the study and explaining their rights. Results: A total of 458 physicians participated in the study. Physicians with higher qualifications had lower total scores of the mean in BBN skills. The majority (70%) preferred to discuss information with close relatives rather than the patients. In case of serious diseases, only 32% said that they would inform the patient' s family without the patient' s consent. More than 90% of our study sample did not avoid telling their patients the bad news; however, physicians working in Primary Healthcare centers were less reserved. Conclusion: Although most of the participating physicians were keen to help their patients, they lacked the essential knowledge and skills for breaking bad news. Thus, they are in need of specific training in this regard.
Introduction
The growth of the "patient-centered" approach to healthcare has highlighted the importance of quality communication practices. An area that still remains problematic; however, it is the process of breaking bad news (BBN) either to patients and/or relatives, which calls for more research and training in this domain. 1 Patients expect to meaningfully participate in the decision making process when they visit doctors for consultation about their health. Achieving this requires a sea of change in the doctor patient relationship. In its traditional form, the doctor dominates decision making without much regard to the patient' s feelings. However, a patient oriented approach demands a more informed, shared and negotiated transaction in which the patient can exchange information with health-related staff and actively participates in the decision making process. 2 All health systems aim to achieve maximum patient satisfaction. Evidence shows that a patient-centered health consultation results in greater patient satisfaction, which amply emphasizes the fact that communication is a core clinical skill that forms an essential part of clinical competence. 3 The common denominator in the bad news is a message, which has the potential to shatter hopes and dreams leading to very different lifestyles and futures. Examples include: a) A patient who is told they are HIV positive; b) The man who is told his partner has Alzheimer's disease; c) The patient who is told the lump has been diagnosed as cancer; and d) The couple who are told they cannot have children. 4 In the eighties, a study was conducted in Riyadh, Saudi Arabia showing that only 16% of the cancer patients and 69% of the companions of patients were informed by the physician in charge about the nature of the illness prior to referring the patients to the oncologist. The study observed that "the question in the Eastern as opposed to the Western world is "whether" rather than "how" to inform the patient". 5 Another study conducted in three large cities in Saudi Arabia showed that only 47% of the physicians indicated that they provided information on the diagnosis and prognosis of serious diseases and most physicians (75%) preferred to talk with close family members. 6 There is now ample evidence that patients cope better with serious illnesses if they are kept informed. Many cancer patients in Saudi Arabia remain unaware about the extent and prognosis of their disease. 7 Another survey in Saudi Arabia has shown that in the case of patients with incurable cancer, 67% of doctors indicated that they would inform the patient rather than the family of the diagnosis. 8 Also, 99% of patients preferred knowing all about their disease and 100% rejected withholding information. 9, 10 In the Western culture the rights of individuals are considered paramount and are reflected in the patient autonomy models. Following this model, bad news is communicated directly and honestly to the patient, who is then able to choose whether or not to be actively involved in all aspects of decision-making about the management of their illness. 11 Based on the autonomy model, guidelines for breaking bad news were developed by Rabow and McPhee, 12 and later adapted by VandeKieft. 13 Common features in these guidelines are a truthful explanation of a diagnosis with a poor prognosis, providing time to the patient to respond, and then offering support.
Studies in Western countries show that truth telling -centered strategies are supported by evidence of benefits in many aspects like quality of life.
14 Which is different from many other societies with high levels of family involvement who are opposed to diagnosis disclosure such as Spain, Greece, China, Singapore, Japan, Saudi Arabia and Korean-Americans and even Mexican-Americans in the USA? 15 But doctors in the Saudi Community sometimes find themselves unable to disclose full information to cancer patients about their disease. This is usually because of family wishes and some other factors. 16 However, some authors have reported that disparity between opinions of physicians about truthful disclosure, the stress experienced while breaking bad news and the need for more training is notable. 17 In addition, requests for nondisclosure are not rare. But they cause considerable distress to physicians who are used to an autonomy-focused approach to clinical decision making, which is after all, the goal. It is the patient and not the physician or the family who ultimately has the right to decide how they want to exercise autonomy about their own illness. 18 In general, studies have shown that most of the the patients' complaints about doctors are related to issues of communication rather than clinical competency. Patients would like doctors who can diagnose and treat their illnesses as well as communicate with them effectively. 19 In the West, a recognition that doctors may require further training to help them improve their communication skills, has led to the development of countless training courses and workshops on "how to break bad news" for undergraduates and postgraduates physicians. Most of the participants in these studies reported that the training courses were helpful. However, there is little empirical data to show that these courses lead to improvements that successfully translate into practice or that any measurable improvements are achieved over time. 17 The aim of this study therefore, is to explore physicians' perspectives and their practices in relation to BBN to patients.
Methods
A cross-sectional study was conducted in the Qassim Region from January to July 2011. A self-administered questionnaire was designed to elicit information on physicians' knowledge and practices about breaking bad news to patients and their families. The questionnaire was sent to all practicing physicians working in public hospitals and primary healthcare (PHC) centers in the Qassim Region. We sent the questionnaires to hospital directors and administrators/supervisors of PHC centers, with the request to pass them on to the eligible respondents. Physicians not directly in contact with patients, for instance, forensic and public health physicians etc., were excluded from the study. Anonymity was maintained throughout. The respondents received a short and simple self-administered questionnaire in English, with a covering letter explaining the project and stating their rights as respondents to the survey.
We also provided a working definition of 'bad news' as "any information which adversely and seriously affects an individual's view of his or her future (in the context of a patient suffering from a grave disease)". 20 The questionnaire also elicited information on the manner in which the bad news was transmitted; for example, an important step of breaking bad news is a 'warning shot' which is considered as an effective way of reducing the element of shock. 21 In other words, it is a statement used to alert the recipient to the seriousness of what is about to be said. 22 The questionnaire consisted of two sections. The first section asked physicians to give personal details including age, gender, clinical position, specialty, qualifications, year of graduation, and work setting. The second section was related to their opinions and practices about breaking bad news which consisted of 25 items. Each item was measured on a 5-point Likert scale ranging from strongly agree, agree, no difference, disagree, and strongly disagree. The items were based on the main steps of breaking bad news especially SPIKES model. 12, 13, 20, 22, 23 All items were verified and subjected to content validation by three major experts in communication skills. They were given copies of the questionnaire, as well as the purpose and objectives of the study. They evaluated the questionnaire on an individual basis. Comparisons were made between these evaluations and the questionnaire was slightly amended. The questionnaire was pretested on a small sample and modifications were made accordingly.
Likert scale was used to explore physicians' opinions and practices. A typical test item in this scale is a statement, the respondent is asked to indicate their degree of agreement with the statement. A five-point scale was used here. 24 All questionnaires were coded and entered into an electronic database. For the purpose of analysis, the total score was computed as follows: strongly agree +2; agree +1; no difference 0; disagree -1; strongly disagree -2. Negative statements were re-coded using Statistical Package for Social Sciences (SPSS) to be treated in a similar way. Data analysis was carried out using SPSS version 12. Frequency distributions with numbers and percentages of all variables were produced.
The study proposal was scrutinized and approved by the Medical Research Center of Qassim College of Medicine. An anonymous self-administered questionnaire was used and raw data were treated with strict confidentiality, and used only for research purposes.
Results
There were a total of 1,546 practicing physicians working in public health facilities in the Qassim region. The questionnaires with covering letters were sent to them all through their supervisors/ administrators. However, only 458 completely filled questionnaires were returned (30% response rate). The primary reason for nonresponse was not the refusal to participate in the study, but that the respondents did not receive the questionnaire in the first place. Out of those who did receive the questionnaire, approximately 45% responded. For the purpose of this study however, we consider the response rate to be 30%. This was a cause for concern and we compared the profiles of our respondents with that of the nonrespondents (Table 1) . Information about the non-respondents was available through the Ministry of Health. There were significant differences between respondents and non-respondents with regards to all the variables except gender. Respondents were more likely to be working in PHC center, have no postgraduate qualification and working as general or family practitioners. The total score of the mean indicates that the junior physicians with lower qualifications have a better total score than the highly qualified. Other variables (gender, specialty, age, and year of qualification) did not show any significant difference (Table 2) . On the other hand, the results suggest that younger physicians do not hesitate delivering bad news in a multi-bed hospital room. (Table 3) Most physicians in our study (more than 90%) usually do not avoid telling their patients the bad news; however, PHC physicians are less restrained. Almost half of hospital physicians believed that the patient has the right to know the diagnosis while a third of PHC physicians had similar views, (Table 4 ). Almost one third of "MBBS-only qualified" physicians indicated a better knowledge of the importance of a 'warning shot' while highly qualified physicians did not. (Table 5 )
Discussion
The results of the study raised issues centered on physician -patient communication or more precisely, patient centered communication. The lack of awareness about patients' rights, lack of appropriate training of physicians, absence of an operational framework governing physician-patient communication, prevalent cultural considerations dominating physician-patient communication or a combination of these factors branch out of the core issue. Let us first rule out the possibility of a void at the policy level. It should be noted that Saudi Arabia has a policy framework that grants certain rights to patients and at the same time expects some responsibilities. This document ensures patients' right to confidentiality; confidential information can only be disclosed if the patient gives explicit consent or if expressly provided for in the law. Information can be disclosed to other healthcare providers only on a strictly "need to know" basis unless the patient has given explicit consent. 25 This document could be compared with similar documents from other countries granting rights to patients, e.g., the General Medical Council, the United Kingdom recommends that "If a patient refuses to allow you to inform someone outside the healthcare team of their infection status, you must respect their wishes unless you consider that failure to disclose the information will put healthcare workers or other patients at risk of infection. But such situations are likely to be very rare, not least because of the use of universal precautions to protect healthcare workers and patients, particularly during exposure-prone procedures". 26 It could be deduced from the results that our sampled physicians were not aware of the patients' rights, especially the right to confidentiality. Medical treatment of the patient was more important for them rather than issues related to rights and confidentiality.
Cultural influences sometimes override professional considerations. Perhaps that was the motivating factor for sharing patient information more with relatives than with the patient. Cultural considerations could strongly influence decision making processes about breaking bad news. Cultures where family bonds are strong and families are predominantly patriarchic, such as Saudi culture, tend to place the decision making with elders of the family without really caring about rights or confidentiality. Physicians have to comply with the cultural norms. This situation is compounded by the lack of training in breaking bad news. It increases the vulnerability of the physician to difficult situations and he or she is likely to find it easier to share patient related information with families or relatives without asking for the patient' s permission.
Our survey reveals that physicians find it easier to speak to the relatives of patients than the patients themselves. The underlying factor here is the possibility that the physicians are not giving due importance to the patient who is the owner of the information. This has also been found previously in Saudi Arabia. 6 On the other hand, the majority of physicians in the States agreed that a patient should be informed of an incurable cancer diagnosis before it is made known to their family. 10 However, there are some reported observations of doctors avoiding such a discussion because it distressed them, either they could not handle these issues or they did not have the time to do so adequately. This situation had a negative effect on doctors' emotions and tended to increase patients' distress. This avoidance behavior may result in patients being unwilling to disclose problems, which could delay and adversely impact their recovery. 19 Breaking bad news is stressful for both the patient and the physician and it is quite natural that a physician would avoid it, if he or she could. 17 In our study, junior physicians had better scores than seniors; this could be due to the fact that medical schools now incorporate BBN in the undergraduate curriculum. 27 Traditionally, medical schools devoted more time towards teaching medical skills rather than communication skills. However, this trend is changing. Modern curricula have realized the importance of effective communication between physicians and are giving due importance to this skill. Hence, physicians who have attended relatively newer curricula are better trained in communicating with patients than their older and experienced colleagues. A study in Germany indicates that pre-registration house officers (PRHOs) are frequently involved in breaking bad news. Their perceptions of competency would indicate that the extensive and compulsory undergraduate teaching they had received on this subject has served to prepare them for this difficult task. 28 One of the significant limitations in this study was the low response rate which may give rise to sampling bias. Some authors have challenged the presumption that a lower response rate reflects lower survey accuracy, an example of a finding was reported by Visser, Krosnick, Marquette and Curtin (1996) , who showed that surveys with lower response rates (near 20%) yielded more accurate measurements than did surveys with higher response rates (near 60 or 70%). 29 In general, however, there is consensus that low response rate is a cause for concern and that researchers should make every effort to motivate their respondents, for example, by using reminders, etc. Assessment of non-response bias should be a part of all such studies. 30 Other limitations which should also be noted are; the instrument used needed to be improved to cover more important aspects in patient-doctor communication related to BBN, or an indepth study on a single aspect. Further research is needed to study this important issue in our practice, a qualitative study may be more helpful.
Conclusion
We conclude that the issue in Saudi Arabia is still "whether" rather than "how" to inform the patient. This is true for our study as well as in similar studies conducted in Saudi Arabia. We believe that although the physicians are keen to help their patients, most of them lack the essential knowledge and skills of breaking bad news. BBN should be ideally a skill learned at medical school. Practicing physicians at all levels should be trained in the skills required for breaking bad news.
